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As midwives, how can we improve choice provision for childbearing women?

Abstract




(1) Pregnant women should receive an increase in choice over the clinical 
      management of their pregnancy (DoH, 1993; DoH, 2003; DoH, 2004). 

(2) There is no ethical or medical justification for refusing a childbearing 
      woman’s choice, when there are no dangerous consequences that could 
      result from the action.

(3) Hollins Martin and Bull (2005, 2006) showed that midwives are obstructed 
      from providing choice because of hospital protocols, the hierarchy and fear 
      of consequences from challenging senior people.







As midwives, how can we improve choice provision for childbearing women?

Suddenly somebody began to run. It may be that he simply remembered, all of a moment, an engagement to meet his wife, for which he was now frightfully late. Whatever it was, he ran east on Broad Street (probably toward Maramor Restaurant, a favorite place for a man to meet his wife). Somebody else began to run, perhaps a newsboy in high spirits. Another man, a portly gentleman of affairs, broke into a trot. Inside ten minutes, everybody on high street, from the Union Depot to the Courthouse was running. A loud mumble gradually crystallized into the dread word “dam”. “The dam has broke!” The fear was put into words by a little old lady in an electric car, or by a traffic cop, or by a small boy: nobody knows who, nor does it really matter. Two thousand people were abruptly in full flight. “Go east!” was the cry that arose east away from the river, east to safety. “Go east! Go east!” A tall spare woman with grim eyes and a determined chin ran past me down the middle of the street. I was still uncertain as to what was the matter, in spite of all the shouting. I drew up alongside the woman with some effort, for although she was in her late fifties, she had a beautiful easy running form and seemed to be in excellent condition. “What is it?” I puffed. She gave a quick glance and then looked ahead again, stepping up her pace a trifle. “Don’t ask me, ask God! she said”. (James Thurber, 1933, in Aronson, 2003, p. 11).

Obedience literature emphasises that legitimate authority is a powerful and compelling force (Meeus & Raaijmakers, 1995; Shalala, 1974; Shanab & Yahya, 1977). This is particularly evident in Milgram’s (1963, 1974) experiments in which participants systematically shocked a helpless victim at the bidding of an experimenter. 
Milgram’s research shows that under situational pressures and within hierarchical relationships, people have a propensity towards submission to authority. Once they have done so, their actions are no longer guided by their own values, but by the desire to fulfill authority’s wishes (Milgram, 1974). Studying obedience to authority is a complex issue, since legitimacy, as defined by rules, may come into conflict with a midwife’s view of what is or is not morally appropriate (Hollins Martin & Bull, 2006). 
The rhetoric of “woman-centred care” advocated in social policy documents (DoH, 1993; DoH, 2003; DoH, 2004), may be difficult to attain when individual midwives work in groups amongst influential others. When the majority of group members reinforce a decision, this may clash with a midwife’s knowledge of the appropriate course of action. This may have a profound effect upon whether a midwife supports a healthy childbearing woman’s request for a home birth, to ambulate during labour, to opt for a specific method of pain relief or have numerous significant others present at her birth (Hollins Martin & Bull, 2005). When the pregnancy is normal, none of these options are hazardous to maternal or fetal outcome and for that reason ought to be the choice of the childbearing woman. The point is, that junior midwives are presented with moral conflict between a drive to conform with what is suggested by others and their role as advocates for women. 
Hollins Martin and Bull (2005) reported the success that a senior midwife had at socially influencing decisions of more junior midwives, even when the outcome contravened their established views of best practice. A valid and reliable, 10-item questionnaire was developed - the Social Influence Scale for Midwifery (SIS-M) (Hollins Martin, Bull & Martin, 2004). The SIS-M was used to identify midwives’ responses to 10 clinical decisions (Hollins Martin & Bull, 2005). Change in scores between a postal and interview condition measured the success a senior midwife had at socially influencing junior midwives’ responses in a conformist direction. The SIS-M was posted and self-completed by 209 midwives. Following a 9-month time gap, a stratified sample of sixty (20 E, F, G grade) midwives were invited for an interview in which a senior midwife influenced their SIS-M responses in a conformist direction. A 3  2 (E, F & G grade midwives  private and interview) analysis of variance (ANOVA) found a significant main effect of the private and interview independent variable, (F(1,57) = 249.62, p = 0.001) with higher scores on the interview measure. This result concurs with the observation that nurses will agree with an irregular order from an authority figure (Hofling et al., 1966) and feel pressurised to conform (Ahern & McDonald, 2002; Kirkham, 1999; Stapleton, Kirkham & Thomas, 2002).  
A qualitative analysis of participants’ interview transcripts found that a strong face-to-face authority relationship repeatedly subverted what midwives believed was the best action to take (Hollins Martin & Bull, 2006). An explanation in terms of a specific culture and hierarchy was identified, with a need for midwives to think creatively and rapidly at critical moments in order to avoid sanctions. Hollins Martin and Bull (2006) found that many midwives experienced impediments to their ability to provide and support women’s choice. The identified obstacles included the midwives feeling “obligated to follow hospital policies”, being exposed to “hierarchical control” and that they “feared consequences from challenging staff”. The latter impediment consisted of three elements; fear of an “abnormal obstetric outcome”, “litigation” and “conflict and intimidation”. 
The intention is not to polarise senior and junior midwives into two positions. Typically, senior midwives may not directly intend to obstruct the preferences of childbearing women in their care. Rather, they experience similar constraints from those above them in the hierarchy. In their capacity as leaders, senior staff may also find supporting choice difficult, since they are expected to impose protocols, respond to requests from authority and fear being held responsible in the event of an abnormal outcome.  
The paradox is that obedience and conformity are essential for the effective functioning of maternity hospitals. When there is doubt, it is crucial that the midwife seeks out suitable advice and follows direction that is typically well informed and of sound intention. If they do not do this, childbearing women may fail to receive appropriate management and treatment. Regrettably, there are occasions when the person in authority expresses a preference that should in fact be the choice of the childbearing woman, quite simply because there are no dangerous consequences that can result from her preferred option. 
The results of the Hollins Martin and Bull (2005, 2006) studies showed that midwives feel obliged to obey direction from a senior person because of the presence of powerful situational forces. What is clear is that when conflicts arise, obedience to the senior person is often prioritised over playing advocate for the childbearing woman’s choice. Research has found that control during labour is associated with greater sense of satisfaction and emotional well being at six weeks postpartum (Green et al., 1998; Green & Baston, 2003; Bryant et al., 2003). Consequently, depriving women of choice and control during childbirth is no small matter. Although power structures are inevitable and potentially beneficial, they need to be deconstructed in order for misdirections and abuses of power to be identified.

Some implications for practice
The clear fact that a hospital hierarchy is in place makes it predictable that those who are senior in the chain of command will influence obedience of more junior staff. When the system perpetuates senior staff preferences, midwives may be unable to implement choice or an evidence-based practice, quite simply because they have low status within the dominant hierarchy (Hollins Martin & Bull, 2005, 2006). For that reason, managers should strive to organise a system that is safe and encourages use of knowledge to underpin clinical decisions that are made. Milgram (1974) showed that an authority figure can produce complete obedience in 65% of participants. Comparatively, a person perceived as similar in status reduced levels of obedience to 20%. It is important to note that the senior person will also be subject to direction from those of higher rank, with obedience operating top down at whatever point the midwife is placed within the hierarchy. The suggestion is not that senior and junior midwife stand in opposition to one other. More exactly, that they are subject to different operational variables from within the same organisation, as a direct consequence of the role that they occupy. 
When midwives are caught in a chain of command, they may not be able to attain what a childbearing woman wants from her experience or live out what research cites as “best-practice”, quite simply because they have low status within the hierarchy. Hollins Martin and Bull (2005, 2006) showed that senior staff sometimes obstruct the safe personal preferences of childbearing women. Acknowledging that authority figures can be a constraint, this paper proposes 8 solutions to help midwives support choice. These solutions are not derived from the research. They are simply plausible strategies to facilitate understanding of the concept “obedience to authority” and assist in removal of unnecessary obstacles to choice provision. It is suggested that an evaluation of their effectiveness at improving choice take place, were they to be implemented. 

(1) Raise awareness of characteristics that influence obedient behaviour

It is important that midwife educators raise awareness of processes that relate to social influence and exercising and sharing of power. This may be helpful to midwives in asserting not only their own professional capacity to influence, but also the autonomy of the women they seek to empower. Further consideration is needed of the issues surrounding the giving and taking of power in relation to clinical, educational, managerial and supervisory roles of midwives. 
It would be helpful to inform senior midwives of the Hollins Martin and Bull (2005, 2006) and Hofling et al. (1966) studies, the obedience research of Milgram (1963, 1974) and his contempories (Meeus & Raaijamakers, 1995; Shalala, 1974; Shanab & Yahya, 1977). These studies highlight variables that may alter a participant’s perceptions and reactions in specific situations. The senior midwife could be taught to view her communication with juniors not from the standpoint of the sender or the receiver. Instead, she could be helped to step outside the communication process and examine it within its broader context. She may then notice that perception of the various elements of the communication process will differ between individuals. How the senior midwife perceives herself and how she thinks her juniors see her, may in fact differ. 

(2) Include the childbearing woman in the decision-making process

Senior midwives should recognise their own accountability for the appropriateness of their direction, and in turn demand that juniors embrace responsibility. Such an act would touch the individuals at the heart of the system. Those who are higher in the hierarchy must do for the junior midwife what she cannot do for herself in terms of interpreting direction from authority. Senior staff should incorporate the women-centred element into their direction. They ought to be unambiguously accountable for the direction that they give. 
Such guidance must include the preference of the childbearing woman to whom it relates, as long as it is a safe option and does not present a serious threat to mother or fetus. 
Clearly, the question arises as to how this may be done. If the senior member of staff wants a task undertaken that ignores an input from the childbearing woman, that individual must have the integrity to tell the junior midwife during the decision-making process that this is the case. If the decision excludes the childbearing woman from having a choice about the care she is to receive, the commissioning senior person should admit that this is so. Prescriptions are written, supply requisitions are processed, procedures are prepared for; a significant number of which prohibit the input of the childbearing woman.
To ensure that both midwives take responsibility for the decision and to ensure a fair hearing takes place, a schedule could be devised in which the decision to be made is clearly identified and recorded, e.g., Mrs X has requested a home birth. In this to-do list, the professionals involved would be expected to record that they have provided the woman with evidence-based information upon which to underpin an informed choice. Once this has been done, the choice of the childbearing woman may be clearly written in black and white. Any obstructions to the choice are then clearly outlined, e.g., implications of cost, lack of facilities or staff, risks to mother or fetus etc. The actual outcome decision is then unambiguously recorded. Lastly, all three parties sign the schedule, i.e., the childbearing woman, the care providing junior midwife and the senior member of staff. Without a doubt, such procedures would make it extremely difficult for maternity care staff to ignore the childbearing woman’s opinion without providing significant reasons for doing so. 
Such a practice would have several outcomes. First, responsibility would be diffused rather than focused. Second, transfer of responsibility would become meaningless since responsibility for the direction rests with both the senior and junior midwife. If the decision exempts the childbearing woman from process, the issuing senior midwife should label it so, thus giving the junior midwife the facts before requiring their obedience. If the junior midwife then obeys, she too would also clearly be responsible for her actions. 

(3) Midwives develop a stronger sense of social identity

This concerns the fostering of an identity, involving self-value and trust in self-knowledge. In order to gain this, the individual (or organisation) requires strength of self-identity and self-concept, energy and action (Young & Haynes, 1988). Processes of mutual empowerment are visible when groups of midwives, (e.g., the Association of Radical Midwives - ARM) and groups of women concerned with childbearing (e.g., the Association for Improvements in Maternity Services - AIMS), which attempt to develop a clear sense of purpose in women regarding the choices they wish to make during childbirth. They also build a strong sense of shared identity between midwives. As midwives, we ought to develop a greater sense of connectedness and by team working collaborate to stimulate many initiatives to improve the experience of childbirth and to empower midwives and childbearing women. Midwives require to move towards taking action, speaking out and participating in decision-making, taking risks and developing skills. 

(4) Provide midwives with assertiveness training

Another resolution would be for midwifery educators to provide all midwives, regardless of their position in the hierarchy, with assertiveness training. Equipping midwives with skills that empower them to confidently challenge, state and debate their case would strengthen their ability to support the choices of childbearing women in their care. Training on “how to question direction” often runs counter to the training, socialisation, and routinisation of the individual midwife. Often a midwife would disregard the direction of a senior member of staff at her peril. This of course, makes it easier to establish and maintain the direction as legitimate. To challenge a person senior in the hierarchy may be a monumental proposition for the ordinary midwife, quite simply because of the restricting forces that operate within her working environment. 
It is important to stress that obedience is a fundamental component of efficient group action; otherwise there will be failure to achieve the level of cooperation that is needed for achievement of common goals. Within the organisation of hospitals, midwives at all levels seek out suitable advice and follow direction that is typically well informed and of sound intention. Were the reverse true, the organisation would not function effectively and women would fail to receive appropriate medication and treatment. 
(5) Criticise midwives who obstruct the safe choices of women 

Maternity hospitals require to establish a “tradition” of criticising midwives who violate “woman-centred care”, then new midwife employees, if not assertive themselves, will be influenced to change their behaviour in a positive direction. In other words, they are likely to become less obedient in relation to interference in women’s birth plans. In contrast, when hospitals develop standards of low assertiveness and high levels of acquiescence, the behaviour of incoming midwives in these hospitals will be shaped accordingly. 

(6) Officialdom must acknowledge the issue of conflicting directives





(7) Provide clearer definition of roles

Evidently, when a hierarchy exists, the senior midwife is likely to lead care even when a junior has constructed a picture of a woman’s birth values and preferences. Also, midwives are presented with two contradictory directives: (1) provide choice and control to childbearing women (DoH, 1993; DoH, 2003; DoH, 2004), and (2) follow the rules (NMC, 2004) and protocols. At times these two obligations clash with one another. Consequently, clearer definition of roles would reduce confusion over the limits of practitioners’ responsibilities. Within such a system, the role of the senior midwife could be one of monitoring safety and dealing with serious obstetric problems, i.e., haemorrhage, cord prolapse, fetal distress and birth asphyxia. The role of the senior midwife could be clearly defined as one that does not involve interfering with safe options requested by childbearing women. 

(8) Quite simply, flatten the hierarchy

Flattening the hierarchy would remove fears and situational constraints. Such action would free midwives to work as the autonomous practitioners they were trained to be.

These responses flow from the most important conclusion of the Hollins Martin and Bull (2005, 2006) studies - the predictability that midwives will obey direction from a senior person. It is doubtful that a junior midwife will speak up to a senior who communicates a position that differs from her own, or even act as advocate for the childbearing woman’s point of view. Put simply, within the present hierarchy with its attendant expectations, many junior midwives are unlikely to resist the social influence attempts of a senior person. The power of the social influence shown in the Hollins Martin and Bull (2005, 2006) studies are sufficient justification for a critical reassessment of existing practices.

Conclusion
Quite simply, there is no ethical or medical justification for refusal when there are no dangerous consequences that could result from a childbearing woman’s request, e.g., a woman who wants multiple birth partners present at her delivery or a water birth. In such situations, obeying the senior person’s perspective constitutes a failure to provide woman-centred care. The midwife who complies with the suggestion of a senior person, over and above the request of a childbearing woman for a particular option, is breaching Changing Childbirth (DoH, 1993), the Reference Guide to Consent for Examination or Treatment (DoH, 2003) and the new standard on maternity services within the National Service Framework for Children, Young People and Maternity Services (DoH, 2004). That midwife is also breaching Rule 6 of the Midwives Rules and Standards (NMC, 2004, p. 17), which states that a midwife:

 Should work in partnership with the woman and family.
 Should enable the woman to make decisions about her care based      
   on her individual needs, by discussing matters fully with her.
 Should respect the woman’s right to refuse any advice given.
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